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K 000 | INITIAL COMMENTS

An Initial Life Safety Code Certification Survey
was conducted by the Indiana State Department
of Health in accordance with 42 CFR 416.44(b).

Survey Date: 06/22/12

Facility Number: 012749
Provider Number: 012749
AIM Number: NA

Surveyor: Lex Brashear, Life Safety Code
Specialist

At this Initial Life Safety Code survey, Paoli
Dialysis was found not in compliance with
Requirements for Participation in
Medicare/Medicaid, 42 CFR Subpart 416.44(b),
Life Safety from Fire and the 2000 edition of the
National Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 20, New
Ambulatory Health Care Occupancies.

This one story facility was determined to be of
Type 1l (000) construction. The facility has a fire
alarm system with smoke detection in all
corridors and all rooms.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 06/25/12.

The facility was found not in compliance with the
aforementioned regulatory requirements as
evidenced by the following:

K 051 | 416.44(b)(1) LIFE SAFETY CODE STANDARD

A manual fire alarm system, not a pre-signal type,
is provided to automatically warn the building
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occupants. Fire alarm system has initiation
notification and control function. The fire alarm
system is arranged to automatically transmit an
alarm to summon the fire department. 20.3.4.1,
21.3.4.1

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the documentation for the testing
of 28 of 28 smoke detectors was complete. LSC
9.6 refers to NFPA 72, National Fire Alarm Code.
NFPA 72, 7-3.2 requires fire alarm system
devices such as smoke detectors be tested
annually. This deficient practice could affect all
patients, as well as staff and visitors in the facility.

Findings include:

Based on review of the facility's annual fire alarm
system inspection report in the Fire Life Safety
Manual on 06/22/12 at 11:15 a.m. with the Facility
Administrator present, the annual fire alarm
system inspection report dated 06/22/12 only
included a cover page with total number of smoke
detectors tested and passed. There was no
itemized list of all devices including, but not
limited to location, type of smoke detector
(photoelectric or ionization), visual test, functional
test, and a pass or fail result. This was
acknowledged by the Facility Administrator at the
time of record review.
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